SUMMARY Three patients with rheumatic mitral stenosis were treated with percutaneous mitral valvotomy. A Brockenbrough catheter was advanced transseptally into the left atrium and then into the left ventricle over a long guide wire. An angle wire loop retriever was advanced through a 10 Fr straight catheter via the femoral artery into the left ventricle. The retriever was used to catch the flexible end of the long guide wire. This end of the long guide wire was then drawn out of the right femoral artery by the retriever through the straight catheter. The straight catheter was left in the descending aorta; the Brockenbrough catheter was removed and a 7 Fr balloon catheter was introduced percutaneously over the long guide wire through the femoral vein. This balloon catheter was used for interatrial septal dilatation and right femoral venous dilatation. In two patients this catheter was replaced over the long guide wire with a 9 Fr Schneider-Medintag Gruntzig catheter (3 x 12 mm diameter when inflated) and in the other by a Mansfield (18 mm diameter when inflated). The procedure was well tolerated in these three patients and there were no complications. Haemodynamic function improved, there was appeciable decrease in dyspnoea, and exercise tolerance was increased.
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This procedure has several advantages: the balloon is more easily positioned through the mitral valve; the stability of the balloon during inflation is improved by traction at both ends of the long guide wire; and there is the option of rapidly exchanging one balloon for a larger one over A 60 year old woman was admitted to our hospital with severe exertional dyspnoea and paroxysmal atrial fibrillation. There was a loud first heart sound followed by a grade 2/6 pansystolic murmur indicating mitral regurgitation. The pulmonary component of the second heart sound was increased and there was an opening snap and a diastolic rumble indicating mitral stenosis. The electrocardiogram showed sinus node rhythm with occasional premature supraventricular complexes, incomplete right bundle branch block, and hypertrophy of both atria. kPa with a 50% mixture of saline solution and contrast medium after the appropriate siting of the balloon was confirmed by a mid-balloon waist (fig 2) group Recently Babic et al have described a new technique for balloon dilatation in mitral stenosis. 1 The balloon catheter is inserted percutaneously from the left femoral artery over a long guide wire introduced into the right femoral vein, advanced transseptally to the left ventricle, and drawn out of the left ventricle, the aorta, and the femoral artery using a retriever set. According to Babic et al this procedure has several advantages: easy positioning of the balloon through the mitral valve, improved stability of the balloon during inflation by traction on both ends of the long guide wire, and no danger of creating an iatrogenic atrial septal defect. Nevertheless, Babic's technique   . , . , , , , , , , . , , M , . e , , . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . , " 
